
 
 

Illinois Department of Children & Family Services 
 

 Over 

CFS 968-90 
Rev 3/2012 

Date: 
From: 
To: 
Subject:  Client Information Concerning: 
 
Parent’s Name: Date of Birth: 
Parent’s Name: Date of Birth: 
Child’s Name: Date of Birth: 
Child’s Name: Date of Birth: 
 
Dear Mental Health Professional: 
 
Your client   has been referred to the Department of Children 
and Family Services (or designated agency) for intact family services.  The family came to the attention of the 
Department regarding: 
 

  
  
  
  
 
The client has identified you as a mental health services provider. Attached is the signed consent for release of 
information.  Also attached are questions that can provide us with the requisite knowledge needed to safely 
and effectively service the family and assure safety of the children.   We understand your time is valuable. We 
are asking for your professional ethics in taking the time to fill out the questionnaire.  If you have time and are 
willing to participate in a staffing, even by phone, we can arrange the staffing at your convenience and would 
limit your participation according to your schedule, even if you can only allow fifteen minutes. The following 
significant concurrent problems have been identified: 
 

 Domestic Violence  Substance Abuse   Physical Abuse 
 
Respectfully, 
 
 
 
Intact Family Services Caseworker 
Agency: 
Address: 
Supervisor: 
Telephone: 
Facsimile: 



Questions for Mental Health Professionals 
 

CFS 968-90 
Rev 3/2012 

 
Client’s Name: 
 
Diagnosis:  Axis I 
  Axis II 
  Axis III 
  Axis IV 
  Axis V 
 
Treatment Plan: 
Please include your frequency of contact with the client, and the client’s last appointment. 
 
 
 
 
Medications: 
 
Client Insight to His or Her Diagnosis: 
 
Prognosis: 
 
 
 
Is the client compliant with treatment?  Is the client responsive to treatment? 
 
 
Have you met the client’s children?  Do you speak with members of the client’s support system? 
 
 
Do the client’s symptoms of mental illness place the child or children at an increased risk of maltreatment or 
harm?  
 
 
Are there long-term effects of the client’s mental illness symptoms on the child’s or children’s well-being that 
need to be considered in developing a treatment plan? 
 
 
If the client’s current treatment plan is changed, will it likely bring about an improvement in the client’s 
parenting skills? 
 
 
What would need to be, or could be, added to the client’s treatment plan that would improve the client’s 
parenting skills? 
 
 
Do you communicate with any other of the client’s treatment providers? 
 
 
 
Signature:  Date:  
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